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This article describes the Village AIDS Day Tre a t m e n t Pro g ram, a pro g ram for people living with HIV/AIDS that p rovides health care by using a full range of interd e p e n d e n t s e rvices. Opened in 1988, this pro g ram was the first of its kind in the country. It has provided leadership in deve l o p i n g a model of care that addresses the full spectrum of health c a re -p romotion, pre vention, maintenance, and tre a t m e n t . Along with describing the pro g ram and its services, this art i c l e includes the pro g ra m's history and its influencing philosophies.
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T he focus of health care in the United States on diagnosis and treatment, using sophisticated technology and acute care facilities, has left unaddre s s e d i m p o rtant aspects of the health care delive ry system. T h e s e aspects have to do with wellness and health promotion, illness pre vention, and maintenance of quality of life in the face of a chronic illness. The Village AIDS Day Tre a t m e n t Program (VDTP) in New Yo rk City has provided leadership in developing a model of care that addresses the full s p e c t rum of health care delive ry.
Opened in 1988, the VDTP provides health care for people living with HIV/AIDS by offering a full range of i n t e rdependent services and voices in a milieu of support and caring. The pro g r a m's organizational features are informed and directed by the following values, which are b e l i e ved to be necessary for healing and health pro m o t i o n :
1. Some ideas of equality 2. Some understanding of oppression 3. Some interest in creating community 4. Some respect and value for diversity and difference 5. Some appreciation for process 6 . Some ability to be self-re f l e c t i ve and self-dire c t e d 7. Some capacity to hear the individual voice, as a separate entity and, simultaneously, as integrated within the community 8. Some creativity and flexibility 9. Some openness to collaboration and sharing power 10. Some hope The values are stated as "s o m e" to identify the striving n a t u re of the VDTP model and to acknowledge the difficulty of maintaining ethics while coping with life. Program participants who do not fully embrace and demonstrate these values, howe ve r, are not excluded. The 10th value, hope, suggests that there is potential for these values to be integrated when people are open to learning from each other.
History
VDTP emerged from the Village Nursing Home (V N H ) , a not-for-profit nursing home established in the mid-1970s that found itself in the 1980s in the middle of a community confronting the devastating effects of HIV/AIDS. With roots in community activism, the board of dire c t o r s responded to the AIDS crisis by pioneering an integrated system of care that included neighborhood, home health, and other services to meet physical, social, and psyc h o l o g ical needs that we re not being met by traditional health care p roviders.
In discussing the history of the adult day-care model in the United States as it emerged in the 1960s, Mason (1993) indicated that the model, which was borrowed from the English concept of the day hospital, "d rew much attention as providers and social planners sought alternatives to longterm institutionalization for the chronically mentally ill and the frail elderly" (p. 2). The passage of the Social Se c u r i t y Act Title XIX (1965) , establishing the Medicaid pro g r a m and allowing reimbursement of adult day programs, stimulated the expansion of the model. Adult day health care programs generally target persons who are chronically ill with the goal of providing care to the whole person. The V N H chose this model because of its flexibility and the depth of s e rvices that it could offer (Mason, 1993) .
Program Description
The VDTP is Medicaid funded. It serves about 50 clients a day from among 120 clients re g i s t e red. Eligibility is an AIDS/HIV symptomatic diagnosis and the need for 3 hours of health services a week. The client population reflects the diversity of people living with AIDS in New Yo rk City: the majority are people of color; 75% are men, and 25% are women. Comorbidities can include past or a c t i ve substance use or abuse, mental illness, and homelessness as well as histories of intense physical, sexual, and emotional abuse. Although it is important to identify the client population, Thompson (1996) has raised the issue that identifying groups with labels such as at risk, vulnerab l e , or u n d e r s e rve d runs the risk of further marginalizing people. Rather than using a population label to describe its p rogram, VDTP emphasizes creating community and providing care for individuals and families.
The program is located on the ground floor of a comm e rcial building in Manhattan. The facilities include a large centrally located day room where most of the programming-therapeutic re c reation, cre a t i ve arts, educational forums, workshops, special events, meals, and informal community interactions-takes place. Smaller gro u p w o rk and individual treatments occur in the health serv i c e s clinic and in private offices. Care is provided on both a walk-in basis and by scheduled appointments.
The majority of VDTP clients have experienced ove rwhelming loss, which frequently results in isolation, withdrawal, and difficulty in following through with tre a t m e n t plans. At admission, clients have a compre h e n s i ve intake and are assigned a program case manager and a nurse case manager (see Table 1 ).
Although many impromptu meetings and discussions a re common, the formal communication process among staff members is scheduled to keep the care plan an integrated team process. If special issues arise, clients hold client-only meetings without staff members present and elect a client re p re s e n t a t i ve to meet with staff members to re s o l ve issues. As re q u i red by the state, the client and the various disciplines produce a compre h e n s i ve care plan on a q u a rterly basis that reflects the work they do together. T h e client determines the goals of the treatment plan in concert with the program clinicians. These goals form the substance of the work the client does at the V D T P, with the s u p p o rt of the clinicians and the community as a whole.
Program Services
Se rvices at VDTP are provided on both a pro g r a m m a t i c and a departmental basis and by a diverse group of practitioners because one person cannot be knowledgeable in all a reas of care. Table 1 indicates the wide variety of serv i c e s p rovided, a necessity for a program whose purpose is to t reat the whole client.
The V D T P 's purpose was motivated by the lack of re s p o n s i veness of the health care system to the concerns of clients with AIDS. By bringing clients and prov i d e r s together on a level playing field, the VDTP seeks to addre s s the imbalance of power between clients and health care p roviders projected by the medical model.
A level playing field is achieved through interd e p e ndence, which means that no member of the community (i.e., client or staff, supervisor or supervisee, nurse or physician, man or woman, gay or straight, infected or affected) is c o n s i d e red more important than another. At different times, one member of the community will need to be support e d by another. An interdependent community affirms the humanity of all members (their strengths and their we a knesses); encourages the inclusion of all voices; and accepts that roles in the community, such as teacher, leader, healer, re c e i ve r, or give r, are flexible. As put forth by Lorde (1984), Difference must be not merely tolerated, but seen as a fund of necessary polarities between which our creativity can spark like a dialectic. Only then does the necessity for interdependency become unthreatening. Only within that interdependency of different strengths, acknowledged and equal, can the power to seek new ways of being in the world generate, as well as the courage and sustenance to act where there are no charters. (p. 111)
Influencing Philosophies
The philosophies that have influenced the VDTP model we re not expressly identified in its inception but, rather, h a ve emerged as self-evident during the pro g r a m's operation. The philosophy of self-empowerment was influenced by the People With AIDS (PWA) movement, which was born from the "o bvious concept that PWA ought to par-ticipate in those processes where decisions are made which d i rectly affect our live s" (Callan, 1988, p. 288 ). The PWA m ovement attributes the notion of self-empowerment to the lessons learned from the feminist and civil rights stru ggles. PWA's recommendations and rights, as articulated in what are known as "The De n ver Pr i n c i p l e s" (see Ap p e ndix), are woven into the V D T P 's model of care.
Another philosophy influencing the VDTP model of c a re is harm reduction, a way of working with people who use substances. Harm reduction was developed in the mid1980s specifically to pre vent the spread of HIV. Sp r i n g e r (1991) wrote: "Underlying the Harm Reduction Model is a philosophy which affords the same rights to life, libert y, economic stability, and health care to drug users as non-dru g u s e r s" (p. 141). It is a reality-based model because abstinence is not always an attainable goal for some persons with a history of long-term drug use. Even when people are motivated to change their behaviors, it is re c o g n i zed that re l a p s e is part of re c ove ry (Prochaska & DiClemente, 1993) . T h e o b j e c t i ve is to seek to reduce the harm that drug use causes. The stance recommended is one of nonjudgmental, userfriendly services that meet the clients' needs.
The VDTP also has been influenced by critical and feminist theory. Both theories provide the means to expose hidden power relationships and to question the legitimacy of the dominant model (Campbell & Bunting, 1991; St e vens, 1989; Thompson, 1987) . From critical theory comes the ideas that it is important to understand societal s t ru c t u res, use agreement and negotiation as a basis for interaction, and work tow a rd mutual enlightenment and emancipation. Feminist theory argues that it is import a n t to value personal human relationships, be interested in the p ower of the whole as opposed to the power of division, and believe that people are experts on their own live s (Campbell & Bunting, 1991; Wheeler & Chinn, 1984) .
Conclusions
The VDTP was quickly identified as a unique and successful model of care for people living with AIDS. Soon after it opened, the model was replicated in two other sites: T h e Continuum Program in San Francisco and The Ba i l e y Seaton Program in Seattle. In the early 1990s, the V D T P caught the attention of other small and large not-for-pro fit community-based organizations in New Yo rk. Cu r re n t l y, t h e re are 15 operational programs influenced by the V D T P model and 2 in development. These programs have organ i zed under an incorporated trade association, The AIDS Day Se rvices Association, that provides technical assistance, training, and support to its member programs.
Ul t i m a t e l y, financing influences all health care serv i c e s . Whether the VDTP model and its focus on interd i s c i p l in a ry and interdependent care will continue to be accepted and reimbursed in an environment of managed care has ye t to be determined. The following questions asked by St a rfield (1995) seem applicable to the VDTP model: "To what extent does a person-focused relationship betwe e n practitioners and patients (longitudinally) enhance the e f f e c t i veness of care?" "Does an enhanced benefit package that covers a broader range of services with primary care p roduce better health outcomes?" (p. 1351). An early eva luation of the VDTP found that the overall rate of acute hospitalizations was significantly lower for its clients than that of a similarly constituted control group of persons with AIDS (Smith, Knickman, & Kuhlman, 1989 ). These prel i m i n a ry evaluations need to be followed with both qualitat i ve and quantitative studies to better understand the effect of the VDTP model and to obtain outcome information.
The AIDS epidemic has powe rfully demanded that the health care system broaden its view to accommodate both a multiple-causation understanding of disease (Brody & Sobel, 1990) and an interd i s c i p l i n a ry and interd e p e n d e n t concept of care. The clinicians at VDTP are therapeutic p a rtners with clients (Ferguson, 1980) . The clinicians offer their knowledge and experience of health care, and the clients offer their knowledge and experience of themselve s . T h rough this part n e r s h i p, the hope of realizing the full s p e c t rum of health care -p romotion, pre vention, maintenance, and treatment-can be made manifest. v sions about their live s . 4. To have the rights of priva c y, confidentiality of medical re c o rd s , human respect and, the choice of who their significant others are . 5. To die-and to live-in dignity.
